Rhinoplasty on the congenitally malformed nose, such as that occurring in cleft lip or other syndromes affecting the facial skeleton, is often the most challenging. To correct such deformities, numerous grafts traditionally are required. With the lack of adequate tip support, the surgeon must then reconstitute the major tip support elements. Often multiple tip grafts (columellar struts, shield grafts, lateral crural strut grafts, premaxillary plumping grafts) are used for the aforementioned purposes. 1, 2 In an effort to prevent shifting, these grafts are sutured to native cartilage or placed in precise pockets. With such maneuvers, there exists the potential for warping from unequal scar and wound contracture forces. 3 In this article we explain how a single extended dorsal-shield graft provides both dorsal augmentation and projection to a patient with Binder syndrome. Presumably a single graft with combined augmentation vectors can better resist contraction forces, thus limiting the potential for warping. 4 The patient is a 37-year-old African-American man with Binder syndrome and nasal airway obstruction. Upon examination, his nasal vestibule was noticed to be extremely small, his nostrils were oblong and restricted, his middle nasal vault was collapsed, and he had a flattened nasal tip with little to no columella. There was little to no tip support secondary to a lack of cartilaginous strength and a deficient anterior caudal septum. In addition, he had thick nasal skin and a deficient premaxilla that also contributed to his lack of tip support (figure 1). He was noted to have a class III malocclusion, and he declined corrective orthognathic surgery offered to him.
The patient subsequently underwent open nasoseptorhinoplasty with a caudal septal extension graft, V-Y columellar lengthening, spreader grafting, and a combined dorsal strut/shield graft using costal cartilage. The nose was opened using a V-Y plasty along In order to correct the deficiency in the dorsum and provide needed projection to the tip, a combined dorsal-shield graft was carved ( figure 3 ). This combined graft was carved with a notch in the central portion to allow the septal extension graft to be dovetailed and precisely seated in the middle of the graft. The natural curvature of the medial portion of the sixth rib was then used to contour the degree of angulation over the Postoperatively, the nostrils and tip were elevated completely off their retruded ptotic position ( figure 5) . The tip remained stiff on palpation-as to be expected when rib cartilage is used. 5 There were no irregular stepoffs or twists along the dorsum or tip. The thick nasal skin provided additional camouflage yet adequate refinement without the need for crushed cartilage grafts. Intranasally, all flaps were well healed, the septum remained straight, and there were no perforations noted.
As in this case of congenital malformation, rhinoplasty in ethnic populations often warrants a graft versatile enough to correct dorsal deficiency, underprojection, malrotation, and cartilage deficiency. The traditional approach to nasal tip and dorsal augmentation grafting has been to use individual grafts with multiple sutures. However, multiple-graft suturing techniques have been fraught with complications such as warping, scarring, and contracture.
Warping can be circumvented by using combination grafts. These grafts are single-unit and yet have several functions in altering the cosmetic appearance of the nose. They may act in both refining the tip and augmenting or widening the nasal dorsum. These principles have been elucidated in the article by Pastorek et al on the columellar-strut tip graft. 6 This versatile graft is used in endonasal rhinoplasty to provide contour and projection to the nasal tip. The columellar-strut tip graft was created as a way to anchor the graft properly and provide form and support to an underprojected tip. This graft is advantageous because it serves two aesthetic functions and yet is a unit construction element-not dependent on suturing to other tip architecture for its projection force. 6 The extended dorsal-shield graft provides excellent dorsal augmentation and projection, and it circumvents the possibility of scarring and cartilage warping that can occur with multiple individual grafts. No additional sutures are needed, and the graft can be carved from a single block. This graft can be especially powerful in selected cases in which cartilaginous augmentation is required. Figure 4 . The dorsal-shield graft is secured to the extension graft in situ. Note the added bulk provided to the tip and infratip lobule; the cephalic portion has been thinned and placed in a precise subperiosteal pocket.
